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 ﭼﻜﻴﺪﻩ
ﻳﻚ ﻛﻴﺴﺖ ﺍﺩﻭﻧﺘﻮژﻧﻴﻚ  CKOﻳﺎ )tsycotarek cinegotnodO( ﺍﺩﻧﺘﻮژﻧﻴﻚ ﻛﺮﺍﺗﻮﻛﻴﺴﺖ  :ﻣﻘﺪﻣﻪ
ﺩﻟﻴﻞ ﻃﺒﻴﻌﺖ ﻧﺌﻮﭘﻼﺳﺘﻴﻚ  ﺭﺍ ﺑﻪ ﺁﻥ ﺍﻣﺮﻭﺯﻩ ﺳﺎﺯﻣﺎﻥ ﺑﻬﺪﺍﺷﺖ ﺟﻬﺎﻧﻲ ﻛﻪ ﺗﻠﻴﺎﻟﻲ ﺍﺳﺖ ﺑﺎ ﻣﻨﺸﺎء ﺍﭘﻲ
ﻋﻨﻮﺍﻥ ﺳﻮﻣﻴﻦ  ﺑﻪ .ﻛﻨﺪ ﻣﻌﺮﻓﻲ ﻣﻲ (TOCK) tcycotareK  ruomut cinegotnodoﻋﻨﻮﺍﻥ ﺁﻥ ﺑﻪ
ﺩﻟﻴﻞ ﺗﻤﺎﻳﻞ ﺑﺎﻻﻱ ﺁﻥ ﺑﻪ  ﻪﺑ. ﻣﻄﺮﺡ ﺍﺳﺖ ﻭ ﺩﺭ ﺍﻛﺜﺮ ﻣﻮﺍﺭﺩ ﻋﻼﻳﻢ ﺑﺎﻟﻴﻨﻲ ﻧﺪﺍﺭﺩ ﻛﻴﺴﺖ ﺷﺎﻳﻊ ﻓﻜﻴﻦ
 .ﺩﺭﻣﺎﻧﻲ ﻣﻨﺎﺳﺐ ﺣﺎﻳﺰ ﺍﻫﻤﻴﺖ ﺍﺳﺖ ﻱ ﻋﻮﺩ، ﺗﺸﺨﻴﺺ ﺻﺤﻴﺢ ﺿﺎﻳﻌﻪ ﻭ ﺍﺳﺘﻔﺎﺩﻩ ﺍﺯ ﺷﻴﻮﻩ
ﻛﻪ ﺩﺍﺭﺍﻱ ﺗﻮﺭﻡ ﺍﺳﺘﺨﻮﺍﻧﻲ ﻭ  ﺗﻮﻛﻴﺴﺖﺍﺩﻧﺘﻮژﻧﻴﻚ ﻛﺮﺍﺩﺭ ﺍﻳﻦ ﮔﺰﺍﺭﺵ ﺳﻪ ﻣﻮﺭﺩ  :ﺷﺮﺡ ﻣﻮﺭﺩ
 .ﻣﺘﻔﺎﻭﺕ ﻫﺴﺘﻨﺪ، ﺷﺮﺡ ﺩﺍﺩﻩ ﺷﺪﻩ ﺍﺳﺖ ﻋﻼﻳﻢ ﺑﺎﻟﻴﻨﻲ ﻧﺴﺒﺘﺎً
ﻣﻄﺮﺡ ﺷﻮﻧﺪ  TOCKﺗﻮﺍﻧﻨﺪ ﺩﺭ ﺗﺸﺨﻴﺺ ﺍﻓﺘﺮﺍﻗﻲ ﺑﺎ  ﺍﺯ ﺟﻤﻠﻪ ﺿﺎﻳﻌﺎﺗﻲ ﻛﻪ ﻣﻲ :ﮔﻴﺮﻱ ﻧﺘﻴﺠﻪ
ﺑﺎ ﺗﻮﺟﻪ . ﺑﺎﺷﻨﺪ ﻣﻲ tsyc enob elpmiSﺁﻣﻠﻮﺑﻼﺳﺘﻮﻣﺎ ﻭ  ،ژﻭﺭ، ﺍﺩﻧﺘﻮژﻧﻴﻚ ﻣﻴﮕﺰﻭﻣﺎ ﻛﻴﺴﺖ ﺩﻧﺘﻲ
ﺩﺭﻣﺎﻧﻲ ﻣﺘﻔﺎﻭﺕ ﻫﺎﻱ  ﻫﺴﺘﻨﺪ، ﺭﻭﺵ TOCKﻳﻌﺎﺗﻲ ﻛﻪ ﺩﺭ ﺗﺸﺨﻴﺺ ﺍﻓﺘﺮﺍﻗﻲ ﺑﺎ ﻛﻪ ﺿﺎ ﺑﻪ ﺍﻳﻦ
ﺷﻮﻧﺪ، ﻟﺬﺍ ﺑﺮﺭﺳﻲ ﺩﻗﻴﻖ ﺿﺎﻳﻌﻪ ﺍﺯ ﻧﻈﺮ ﻧﻤﺎﻱ  ﻣﺤﺪﻭﺩﺗﺮﻱ ﺩﺭﻣﺎﻥ ﻣﻲ ﻱ ﺩﺍﺭﻧﺪ ﻭ ﻏﺎﻟﺒﺎً ﺑﻪ ﺷﻴﻮﻩ
ﺗﻮﺍﻧﺪ ﺩﺍﺭﺍﻱ ﺍﻫﻤﻴﺖ ﺑﻮﺩﻩ ﻭ ﺑﺮ ﺭﻭﻱ ﺭﻭﻧﺪ ﺩﺭﻣﺎﻥ  ﺷﻨﺎﺳﻲ ﻣﻲ ﺑﺎﻟﻴﻨﻲ، ﺭﺍﺩﻳﻮﮔﺮﺍﻓﻲ ﻭ ﺳﭙﺲ ﺑﺎﻓﺖ
 .ﺷﺪﮔﺬﺍﺭ ﺑﺎ ﻥ ﻋﻮﺩ ﺿﺎﻳﻌﻪ ﺍﺛﺮﺍﻭ ﻣﻴﺰ
 ﻫﺎﻱ ﻓﻚ، ﻫﻴﺴﺘﻮﭘﺎﺗﻮﻟﻮژﻱ ، ﻛﻴﺴﺖﺍﺩﻧﺘﻮژﻧﻴﻚ ﻛﺮﺍﺗﻮﻛﻴﺴﺖ :ﻫﺎ ﻛﻠﻴﺪ ﻭﺍژﻩ
 ﺩﻛﺘﺮ ﻣﺎﺭﻳﻪ ﭘﻨﺎﻫﻲ ﺑﺮﻭﺟﻨﻲ ﻭ ﻫﻤﻜﺎﺭ ﮔﺰﺍﺭﺵ ﺳﻪ ﻣﻮﺭﺩ ﺍﺩﻧﺘﻮژﻧﻴﻚ ﻛﺮﺍﺗﻮﻛﻴﺴﺖ ﺑﺎ ﺗﻮﺭﻡ ﺍﺳﺘﺨﻮﺍﻧﻲ ﻭﺳﻴﻊ
 




 ( tsycotareK cinegotnodo) ﻛﺮﺍﺗﻮﻛﻴﺴﺖ ﺍﺩﻧﺘﻮژﻧﻴﻚ
ﺗﻠﻴﺎﻟﻲ ﺍﺳﺖ ﻛﻪ ﺍﻭﻟﻴﻦ  ﻳﻚ ﻛﻴﺴﺖ ﺍﺩﻧﺘﻮژﻧﻴﻚ ﺑﺎ ﻣﻨﺸﺎء ﺍﭘﻲ( CKO)
ﺩﺭ nospikihP  ﺳﭙﺲ ﺗﻮﺳﻂ ﺷﻨﺎﺧﺘﻪ ﺷﺪ ﻭ 6781 ﺑﺎﺭ ﺩﺭ ﺳﺎﻝ
 .[1]ﻗﺮﺍﺭ ﮔﺮﻓﺖﺗﺮ  ﻣﻮﺭﺩ ﺑﺮﺭﺳﻲ ﻛﺎﻣﻞ 6591 ﺳﺎﻝ
ﺷﻨﺎﺳﻲ ﺟﻬﺖ  ﺧﺼﻮﺻﻴﺎﺕ ﺑﺎﻓﺖnosneH ﻭ grobdniP
ﻫﺎ ﻫﺮ ﻛﻴﺴﺖ  ﺁﻥ. ﻣﻄﺮﺡ ﻛﺮﺩﻧﺪ 3691ﺭﺍ ﺩﺭ ﺳﺎﻝCKO ﺗﺸﺨﻴﺺ 
ﻛﺮﺍﺗﻮﻛﻴﺴﺖ  ﻛﻨﺪ، ﻛﻪ ﺩﺭ ﻣﻘﺎﺩﻳﺮ ﺯﻳﺎﺩ ﻛﺮﺍﺗﻴﻦ ﺗﻮﻟﻴﺪ ﻣﻲ ﺭﺍ ﻓﻜﻲ
 .[2]ﻧﺎﻣﻴﺪﻧﺪ
ﺩﻟﻴﻞ ﻃﺒﻴﻌﺖ  ﺭﺍ ﺑﻪ CKOﺍﻣﺮﻭﺯﻩ ﺳﺎﺯﻣﺎﻥ ﺑﻬﺪﺍﺷﺖ ﺟﻬﺎﻧﻲ 
 ruomut tcycotarek cinegotnodO ﻋﻨﻮﺍﻥ ﻧﺌﻮﭘﻼﺳﺘﻴﻚ ﺁﻥ ﺑﻪ
ﺧﻴﻢ ﺩﺍﺧﻞ  ﺁﻥ ﺭﺍ ﻳﻚ ﺗﻮﻣﻮﺭ ﺧﻮﺵ ﻛﻨﺪ ﻭ ﻣﻌﺮﻓﻲ ﻣﻲ (TOCK)
 ﺑﺎ ژﻧﻴﻚﺍﺩﻧﺘﻮ ﻛﻴﺴﺘﻲ ﺑﺎ ﻣﻨﺸﺎء ﻳﺎ ﭼﻨﺪ ﻭ ﻛﻴﺴﺖﺍﺳﺘﺨﻮﺍﻧﻲ ﺗﻚ 
ﺗﻠﻴﻮﻡ  ﻫﺎﻱ ﺍﭘﻲ ﺷﻨﺎﺳﻲ ﺷﺎﻣﻞ ﺳﻠﻮﻝ ﺧﺼﻮﺻﻴﺎﺕ ﺧﺎﺹ ﺑﺎﻓﺖ
ﺑﺎ ﻗﺪﺭﺕ ﺗﻬﺎﺟﻢ ﻭ ﺭﻓﺘﺎﺭ ﻧﻔﻮﺫﻱ   deifitartsﻨﻴﺰﻩﺍﺳﻜﻮﺍﻣﻮﺱ ﭘﺎﺭﺍﻛﺮﺍﺗ
ﻛﻴﺴﺖ، ﺗﻮﺻﻴﻒ  ﻱ ﺟﺪﺍﺭﻩ ﻱ ﺷﺎﻧﻨﺪﻩﭘﻮ ﻱ ﺩﺭ ﻻﻳﻪ( evitartlifni)
 . [3]ﻛﺮﺩﻩ ﺍﺳﺖ
ﻫﺎﻱ  ﻣﻨﻔﺮﺩ ،ﻛﻴﺴﺖ ﻱ ﺻﻮﺭﺕ ﺿﺎﻳﻌﻪ ﻣﻤﻜﻦ ﺍﺳﺖ ﺑﻪ TOCK
 suven llec lasaBﻋﻨﻮﺍﻥ ﺟﺰﺋﻲ ﺍﺯ ﺳﻨﺪﺭﻡ ﻣﺘﻌﺪﺩ ﻭ ﻳﺎ ﺑﻪ
 .[3]ﺑﺮﻭﺯ ﭘﻴﺪﺍ ﻛﻨﺪ mordnys
ﺭﺍ ﺷﺎﻣﻞ  ﻧﻴﻚﻫﺎﻱ ﺍﺩﻧﺘﻮژ ﺯﻛﻞ ﻛﻴﺴﺖ ﺩﺭﺻﺪ ﺍ 4-21 ،TOCK
ﺴﺖ ﺷﺎﻳﻊ ﻓﻜﻴﻦ ﭘﺲ ﻋﻨﻮﺍﻥ ﺳﻮﻣﻴﻦ ﻛﻴ ﺍﻳﻦ ﻛﻴﺴﺖ ﺑﻪ .[4]ﻣﻲ ﺷﻮﺩ
 .[5]ﺭﺍﺩﻳﻜﻮﻻﺭ ﻣﻄﺮﺡ ﺍﺳﺖ ﻭ( ﺩﻧﺘﻲ ژﻭﺭ)ﻫﺎﻱ ﻓﻮﻟﻴﻜﻮﻻﺭ  ﺍﺯ ﻛﻴﺴﺖ
ﮔﺴﺘﺮﺵ  ﺍﻋﺘﻘﺎﺩ ﺑﺮ ﺍﻳﻦ ﺍﺳﺖ ﻛﻪ ﺍﻳﻦ ﻛﻴﺴﺖ ﺍﺯ ﺩﻧﺘﺎﻝ ﻻﻣﻴﻨﺎ ﻭ
 ﺩﻫﺎﻥ ﻣﻨﺸﺎء ﻱ ﺣﻔﺮﻩ ﻱ ﺗﻠﻴﻮﻡ ﭘﻮﺷﺎﻧﻨﺪﻩ ﻫﺎﻱ ﺑﺎﺯﺍﻝ ﺍﭘﻲ ﺳﻠﻮﻝ
، ﻫﺮﭼﻨﺪ ﺑﺮ ﺍﺳﺎﺱ ﻧﻈﺮ ﺑﺮﺧﻲ ﺍﺯ ﻧﻮﻳﺴﻨﺪﮔﺎﻥ، ﺟﻬﺶ ﺩﺭ [4]ﮔﻴﺮﺩ ﻣﻲ
ﻋﻨﻮﺍﻥ ﻳﻜﻲ ﺍﺯ ﻓﺎﻛﺘﻮﺭﻫﺎﻱ ﺍﺗﻴﻮﻟﻮژﻳﻚ  ﻳﺪ ﺑﻪﻧﻴﺰ ﺑﺎ ANDﻣﻮﻟﻜﻮﻝ 
 [.4 ،6]ﻧﻈﺮ ﮔﺮﻓﺘﻪ ﺷﻮﺩ ﺩﺭ TOCK
ﻫﺎﻱ ﺩﻭﻡ ﻭﺳﻮﻡ ﺯﻧﺪﮔﻲ  ﺑﻴﺸﺘﺮ ﺩﺭ ﻣﺮﺩﺍﻥ ﻭ ﺩﺭ ﺩﻫﻪ TOCK
ﻣﻤﻜﻦ ﺍﺳﺖ ﺩﺭ ﻫﺮ ﺟﺎﻳﻲ ﺍﺯ ﻓﻚ ﺑﺮﻭﺯ ﭘﻴﺪﺍ ﻛﻨﺪ . ﮔﺰﺍﺭﺵ ﺷﺪﻩ ﺍﺳﺖ
ﺩﺭ  ﻭ ﻋﻤﺪﺗﺎً [7] ﺧﻠﻔﻲ ﻓﻚ ﭘﺎﻳﻴﻦ ﻱ ﻫﻤﻪ ﺩﺭ ﻧﺎﺣﻴﻪ ﻭﻟﻲ ﺑﻴﺸﺘﺮ ﺍﺯ
ﺻﻌﻮﺩﻱ ﺭﺍﻣﻮﺱ  ﻱ ﻚ ﭘﺎﻳﻴﻦ ﻭ ﺷﺎﺧﻪﻓ ﻱ ﻱ ﻣﻮﻟﺮ ﺳﻮﻡ، ﺯﺍﻭﻳﻪ ﻧﺎﺣﻴﻪ
 .[8]ﺩﻳﺪﻩ ﺷﺪﻩ ﺍﺳﺖ
ﻫﺎ ﻭ  ﻳﻚ ﺗﻮﺭﻡ ﻣﺤﺪﻭﺩ ﻭ ﺑﺪﻭﻥ ﻋﻼﻣﺖ ﻫﻤﺮﺍﻩ ﺑﺎ ﻟﻘﻲ ﺩﻧﺪﺍﻥ
ﻛﻠﻴﻨﻴﻜﻲ  ﻳﻢﺗﺮﻳﻦ ﻋﻼ ﺩﻫﺎﻥ، ﺷﺎﻳﻊ ﻱ ﺧﻮﺩ ﺩﺭ ﺣﻔﺮﻩ ﺑﻪ ﺩﺭﻧﺎژ ﺧﻮﺩ
 -ﺟﺎ ﻛﻪ ﺍﻳﻦ ﺗﻮﻣﻮﺭ ﻏﺎﻟﺒﺎً ﺩﺭ ﺑﻌﺪ ﻗﺪﺍﻣﻲ ﺍﺯ ﺁﻥ. [4]ﺑﺎﺷﻨﺪ ﻣﻲ TOCK
ﻭ ﻳﺎ ﺗﻮﺭﻡ ﻋﺪﻡ ﺗﻮﺭﻡ  ﺘﺮﻱ ﺩﺍﺭﺩ، ﻟﺬﺍ ﺩﺭ ﺍﻛﺜﺮ ﻣﻮﺍﺭﺩ،ﺑﻴﺸ ﺭﻭﻳﺶ ﺧﻠﻔﻲ
ﺷﻮﺩ ﻭ ﻣﻮﺍﺭﺩ ﮔﺰﺍﺭﺵ ﺷﺪﻩ ﺍﺯ  ﺩﺭ ﻣﺤﻞ ﺿﺎﻳﻌﻪ ﻣﺸﺎﻫﺪﻩ ﻣﻲ ﻳﻲﺟﺰ
 .[4]ﺑﺎ ﺗﻮﺭﻡ ﺍﺳﺘﺨﻮﺍﻧﻲ ﻣﺤﺪﻭﺩ ﺍﺳﺖ TOCK
ﻫﻤﺮﺍﻩ ﺑﺎ  TOCKﺍﻱ ﻳﻚ ﻣﻮﺭﺩ  ﻭ ﻫﻤﻜﺎﺭﺍﻥ ﻃﻲ ﻣﻘﺎﻟﻪ dnalB
  -kaçoK.[9]ﺳﺎﻟﻪ ﮔﺰﺍﺭﺵ ﻛﺮﺩﻧﺪ 25ﺍﻛﺴﭙﻨﺸﻦ ﺩﺭ ﻳﻚ ﺧﺎﻧﻢ 
ﺩﺭ ﺩﻭ ﻣﺮﺩ ﺩﺭ ﺳﻨﻴﻦ  TOCKﻭ ﻫﻤﻜﺎﺭﺍﻥ ﺩﻭ ﻣﻮﺭﺩ   ulğorebreB
ﺑﺎ ﺗﻮﺟﻪ ﺑﻪ . [4]ﺳﺎﻝ ﺑﺎ ﺗﻮﺭﻡ ﺍﺳﺘﺨﻮﻧﻲ ﮔﺰﺍﺭﺵ ﻛﺮﺩﻧﺪ 83ﻭ  65
ﻛﻪ ﺩﺭ ﺍﻛﺜﺮ ﻣﻮﺍﺭﺩ ﮔﺰﺍﺭﺵ ﺷﺪﻩ ﺳﻦ ﺑﻴﻤﺎﺭﺍﻥ ﺯﻳﺎﺩ ﺍﺳﺖ ﻭ ﺍﻳﻦ  ﺍﻳﻦ
ﺷﻮﺩ ﻭﻟﻲ  ﻃﻮﻻﻧﻲ ﺑﺎﻋﺚ ﺭﺷﺪ ﺑﻴﺸﺘﺮ ﻛﻴﺴﺖ ﻭ ﺍﻳﺠﺎﺩ ﺗﻮﺭﻡ ﻣﻲﺯﻣﺎﻥ 
ﺣﺎﺿﺮ ﺳﻦ ﺑﻴﻤﺎﺭﺍﻥ ﻛﻤﺘﺮ  ﻱ ﺩﺭ ﺳﻪ ﻣﻮﺭﺩ ﮔﺰﺍﺭﺵ ﺷﺪﻩ ﺩﺭ ﻣﻄﺎﻟﻌﻪ
ﺗﺮ  ﺗﺮﻱ ﺿﺎﻳﻌﻪ ﺑﻪ ﺳﺎﻳﺰ ﺑﺰﺭگ ﺭﺳﺪ ﺩﺭ ﺯﻣﺎﻥ ﻛﻮﺗﺎﻩ ﻧﻈﺮ ﻣﻲ ﺑﻮﺩﻩ ﻭ ﺑﻪ
 .ﺭﺳﻴﺪﻩ ﺍﺳﺖ
ﺻﻮﺭﺕ ﺭﺍﺩﻳﻮﻟﻮﺳﻨﺖ ﻭ  ﺩﺭ ﻧﻤﺎﻱ ﺭﺍﺩﻳﻮﮔﺮﺍﻓﻲ، ﺗﻮﻣﻮﺭ ﻏﺎﻟﺒﺎً ﺑﻪ
ﺣﺠﺮﻩ ﻳﺎ  ﺗﻚ. ﺍﺳﻜﻠﺮﻭﺗﻴﻚ ﺍﺳﺖ ﺩﺍﺭﺍﻱ ﺣﺪﻭﺩ ﻣﺸﺨﺺ ﻭ ﻣﻌﻤﻮﻻً
 [.4].ﺑﺎﺷﺪ ﺣﺠﺮﻩ ﻭ ﺑﺎ ﺣﺪﻭﺩ ﺻﺎﻑ ﻭ ﮔﺎﻫﻲ ﺍﺳﻜﺎﻟﻮپ ﻣﻲ ﭼﻨﺪ
ﻫﺎﻱ ﺟﺮﺍﺣﻲ ﻣﺘﻔﺎﻭﺕ ﺍﺯ ﺟﻤﻠﻪ ﻣﺎﺭﺳﻮﭘﻴﺎﻟﻴﺰﻳﺸﻦ،  ﺩﺭﻣﺎﻥ
ﺍﭘﻴﻜﺎﻝ ﻭ ﺑﺮﺩﺍﺷﺖ  ﺍﻧﻮﻛﻠﻴﺸﻦ ﻫﻤﺮﺍﻩ ﺑﺎ ﻛﻮﺭﺗﺎژ ﻭ ﺍﺳﺘﺌﻮﺗﻮﻣﻲ ﭘﺮﻱ
 [.8]ﻣﻄﺮﺡ ﺍﺳﺖ latnemgesﺻﻮﺭﺕ ﻣﺎﺭژﻳﻨﺎﻝ ﻭ ﻳﺎ  ﺍﺳﺘﺨﻮﺍﻥ ﺑﻪ
ﻣﻬﺎﺟﻢ ﻣﺎﻧﻨﺪ ﻣﺎﺭﺳﻮﭘﻴﺎﻟﻴﺰﻳﺸﻦ  ﻫﺎﻱ ﻛﻤﺘﺮ ﺍﻣﺮﻭﺯﻩ ﺑﻴﺸﺘﺮ ﺍﺯ ﺩﺭﻣﺎﻥ
ﺍﺳﺘﻔﺎﺩﻩ  TOCKﺩﺭ ﺩﺭﻣﺎﻥ ( ﻛﺎﻫﺶ ﻓﺸﺎﺭ) noisserpmocedﻭ 
ﻫﺎﻱ  ﭼﻨﺪ ﺩﺭ ﺁﻳﻨﺪﻩ ﺭﻭﻧﺪ ﺩﺭﻣﺎﻥ ﺑﻴﺸﺘﺮ ﺑﻪ ﺳﻤﺖ ﺭﻭﺵﺷﻮﺩ، ﻫﺮ ﻣﻲ
ﻫﺎﻱ  ﻣﻮﻟﻜﻮﻟﻲ ﭘﻴﺶ ﺧﻮﺍﻫﺪ ﺭﻓﺖ ﺗﺎ ﺑﺎﻋﺚ ﻛﺎﻫﺶ ﻭ ﻳﺎ ﺣﺬﻑ ﺭﻭﺵ




ﭘﺰﺷﻜﻲ  ﺰ ﺭﺍﺩﻳﻮﻟﻮژﻱ ﺩﺍﻧﺸﻜﺪﻩ ﺩﻧﺪﺍﻥﺳﺎﻟﻪ ﺑﻪ ﻣﺮﻛ 41ﻳﻚ ﺧﺎﻧﻢ 
. ﺩﻟﻴﻞ ﺗﻮﺭﻡ ﺩﺭ ﺳﻤﺖ ﺭﺍﺳﺖ ﺻﻮﺭﺕ ﺍﺭﺟﺎﻉ ﺩﺍﺩﻩ ﺷﺪﻩ ﺑﻮﺩ ﺷﻴﺮﺍﺯ، ﺑﻪ
ﻛﺎﻫﺶ ﻭﺯﻥ  ﺳﺘﺰﻱ ﻭﺍﺍﻱ ﺍﺯ ﺗﺐ، ﭘﺎﺭ ﮔﻮﻧﻪ ﺗﺎﺭﻳﺨﭽﻪ ﺑﻴﻤﺎﺭ ﻫﻴﭻ
ﮔﺰﺍﺭﺵ ( ﺿﺮﺑﻪ)ﺗﺮﻭﻣﺎ  ﻱ ﺑﻴﻤﺎﺭﻱ ﺳﻴﺴﺘﻤﻴﻚ ﻭ ﻳﺎ ﺳﺎﺑﻘﻪ. ﻧﺪﺍﺷﺖ
 .ﺑﻴﻨﻲ ﺑﻮﺩ ﻱ ﻭﻱ ﺩﺍﺭﺍﻱ ﺧﺮﻭﺝ ﺗﺮﺷﺢ ﺍﺯ ﻧﺎﺣﻴﻪ. ﻧﺸﺪ
ﮔﻮﻧﻪ  ﻨﻲ، ﭘﻮﺳﺖ ﺭﻭﻱ ﺿﺎﻳﻌﻪ ﻧﺮﻣﺎﻝ ﺑﻮﺩ ﻭ ﻫﻴﭻﺩﺭ ﻣﻌﺎﻳﻨﺎﺕ ﺑﺎﻟﻴ
ﺩﺭ ﻟﻤﺲ  .ﺍﻓﺰﺍﻳﺶ ﺩﻣﺎ ﻭ ﻗﺮﻣﺰﻱ ﺩﺭ ﻣﺤﻞ ﺩﻳﺪﻩ ﻧﺸﺪ ،ﺯﺧﻢ، ﺩﺭﻧﺎژ
 ﺗﻤﻮﺝ ﻫﻤﺮﺍﻩ ﺑﺎ ﻣﻨﺎﻃﻘﻲ ﺍﺯ( ﺳﻔﺖ) mrifﺿﺎﻳﻌﻪ ﺩﺍﺭﺍﻱ ﻗﻮﺍﻡ 
 ﻭ ﻫﻤﻜﺎﺭ ﺩﻛﺘﺮ ﻣﺎﺭﻳﻪ ﭘﻨﺎﻫﻲ ﺑﺮﻭﺟﻨﻲ ﮔﺰﺍﺭﺵ ﺳﻪ ﻣﻮﺭﺩ ﺍﺩﻧﺘﻮژﻧﻴﻚ ﻛﺮﺍﺗﻮﻛﻴﺴﺖ ﺑﺎ ﺗﻮﺭﻡ ﺍﺳﺘﺨﻮﺍﻧﻲ ﻭﺳﻴﻊ
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ﺩﺭ ﺭﺍﺩﻳﻮﮔﺮﺍﻓﻲ ﭘﺎﻧﻮﺭﺍﻣﻴﻚ ﻳﻚ ﺿﺎﻳﻌﻪ  .ﺑﻮﺩ( ycnautcalf)
ﻣﻨﻈﻮﺭ ﺑﺮﺭﺳﻲ ﺑﻬﺘﺮ ﻭ  ﺑﻪ. ﻣﺸﺨﺺ ﺩﻳﺪﻩ ﺷﺪﺭﺍﺩﻳﻮﻟﻮﺳﻨﺖ، ﺑﺎ ﺣﺪﻭﺩ 
ﺛﻴﺮ ﺑﺮ ﺭﻭﻱ ﺳﺎﺧﺘﺎﺭﻫﺎﻱ ﻧﻈﺮ ﻣﻴﺰﺍﻥ ﮔﺴﺘﺮﺵ ﻭ ﺗﺄ  ﺍﺯ ﺗﺮ ﺿﺎﻳﻌﻪ ﻴﻖﺩﻗ
 detupmoc maeb-enoC ﺭﺍﺩﻳﻮﮔﺮﺍﻓﻲ ﻣﺠﺎﻭﺭ،





  ﻛﻴﺴﺘﻴﻚ ﺑﺎ ﺣﺪﻭﺩ ﻣﺸﺨﺺ ﺩﺭ ﺳﻤﺖ ﺭﺍﺳﺖ ﻓﻚ ﺑﺎﻻ ﻱ ﺿﺎﻳﻌﻪ .1ﺷﻜﻞ 
 
، ﺿﺎﻳﻌﻪ TCBCﻫﺎﻱ ﺍﮔﺰﻳﺎﻝ ﺍﺯ ﺗﺼﺎﻭﻳﺮ  ﺑﺮ ﺍﺳﺎﺱ ﺑﺮﺭﺳﻲ ﺑﺮﺵ
ﻤﺖ ﭘﺎﻻﺗﺎﻝ ﺩﻧﺪﺍﻥ ﻟﺘﺮﺍﻝ ﺳﻤﺖ ﺭﺍﺳﺖ ﺗﺎ ﺻﻔﺤﻪ ﭘﺘﺮﻳﮕﻮﺋﻴﺪ ﺍﺯ ﺳ
ﻫﻤﺎﻥ ﺳﻤﺖ ﮔﺴﺘﺮﺵ  )etalp doigyrtep laretaL(ﻟﺘﺮﺍﻝ 
 .ﺩﺍﺷﺖ
ﺟﺎﻳﻲ ﻛﻒ ﺳﻴﻨﻮﺱ ﻣﺎﮔﺰﻳﻼﺭﻱ ﺳﻤﺖ ﺭﺍﺳﺖ  ﺑﻪ ﺿﺎﻳﻌﻪ ﺑﺎﻋﺚ ﺟﺎ
ﺍﺯ ﺑﻴﻦ . ﺑﻴﻨﻲ ﺷﺪﻩ ﺑﻮﺩ ﻱ ﺟﺎﻳﻲ ﻣﺪﻳﺎﻟﻲ ﺩﻳﻮﺍﺭﻩ ﺑﻪ ﻃﺮﻑ ﺑﺎﻻ ﻭ ﺟﺎﺑﻪ
 (. 2 ﺷﻜﻞ)ﺑﻮﺩ  ﺭﻓﺘﻦ ﻛﻮﺭﺗﻜﺲ ﺍﺳﺘﺨﻮﺍﻥ ﺩﺭ ﺑﻌﻀﻲ ﺍﺯ ﻣﻨﺎﻃﻖ ﻣﺸﻬﻮﺩ
 
 
  ﻫﻤﺎﻥ ﺘﺮﻳﮕﻮﻳﻴﺪﭘ ﺎﺕﺩﻧﺪﺍﻥ ﻟﺘﺮﺍﻝ ﺳﻤﺖ ﺭﺍﺳﺖ ﺗﺎ ﺻﻔﺤ ﻱ ﺗﺼﻮﻳﺮ ﺁﮔﺰﻳﺎﻝ ﺍﺯ ﺿﺎﻳﻌﻪ ﻛﻪ ﺩﺭ ﻛﺎﻡ ﺍﺯ ﻧﺎﺣﻴﻪ .2ﺷﻜﻞ 
  ﺳﻤﺖ ﻛﺸﻴﺪﻩ ﺷﺪﻩ ﺍﺳﺖ 
 
ﻫﺎﻱ ﺩﻭﻣﻴﻦ  ﻫﺎﻱ ﺩﻧﺪﺍﻥ ﻭﺍﮔﺮﺍﻳﻲ ﺩﺭ ﺑﻴﻦ ﺭﻳﺸﻪ ﻭ ﺟﺎﻳﻲ ﺑﻪ ﺟﺎ
 ﻱ ﻭ ﺗﺤﻠﻴﻞ ﺭﻳﺸﻪ( 6ﺩﻧﺪﺍﻥ ) ﻭ ﺩﻧﺪﺍﻥ ﻣﻮﻟﺮ ﺍﻭﻝ( 5ﺩﻧﺪﺍﻥ ) ﭘﺮﻣﻮﻟﺮ
 .ﺩﻭﻣﻴﻦ ﺩﻧﺪﺍﻥ ﭘﺮﻣﻮﻟﺮ ﻭﺟﻮﺩ ﺩﺍﺷﺖﺍﻭﻟﻴﻦ ﻭ 
ﻫﺎﻱ  ﺍﺑﻌﺎﺩ، ﻣﺤﻞ ﻭ ﻧﻤﺎﻱ ﺑﺎﻟﻴﻨﻲ ﻭ ﻳﺎﻓﺘﻪ ﺑﺮ ﺍﺳﺎﺱ ﺳﻦ ﺑﻴﻤﺎﺭ،
 TOCKﺗﺮﺗﻴﺐ ﺷﺎﻣﻞ  ﻫﺎﻱ ﺍﻓﺘﺮﺍﻗﻲ ﺑﻪ ﺭﺍﺩﻳﻮﮔﺮﺍﻓﻲ، ﺗﺸﺨﻴﺺ
، ﻣﻮﺭﺍﻝ ﺁﻣﻠﻮﺑﻼﺳﺘﻮﻣﺎ ﻭ ﺍﺩﻧﺘﻮژﻧﻴﻚ ﺗﻮﺭﻡ ﺍﺳﺘﺨﻮﺍﻧﻲﺑﺎ  ﻫﻤﺮﺍﻩ
 .ﻣﻴﮕﺰﻭﻣﺎ ﻣﻄﺮﺡ ﺷﺪ
ﻭ ﺑﺮﺭﺳﻲ ﺑﺎﻓﺖ ﺷﻨﺎﺳﻲ ﺻﻮﺭﺕ ﮔﺮﻓﺖ ﻛﻪ ﺷﺪ ﺍﻧﻮﻛﻠﻴﺸﻦ ﺍﻧﺠﺎﻡ 
ﻫﺎﻱ  ﺗﻠﻴﻮﻡ ﺿﺨﻴﻢ ﻫﻤﺮﺍﻩ ﺑﺎ ﺳﻠﻮﻝ ﺍﭘﻲ ﻱ ﻳﻚ ﻻﻳﻪ ﻱ ﻧﺸﺎﻥ ﺩﻫﻨﺪﻩ
 ﻧﻤﺎﻱ ﻣﻮﺍﺯﻱﻭ  ﻗﻄﺒﻴﺖ ﻣﻌﻜﻮﺱﺑﺎﺯﺍﻝ ﺑﺎ  ﻱ ، ﻻﻳﻪﺍﻱ ﺍﺳﺘﻮﺍﻧﻪ
 ﺩﻛﺘﺮ ﻣﺎﺭﻳﻪ ﭘﻨﺎﻫﻲ ﺑﺮﻭﺟﻨﻲ ﻭ ﻫﻤﻜﺎﺭ ﮔﺰﺍﺭﺵ ﺳﻪ ﻣﻮﺭﺩ ﺍﺩﻧﺘﻮژﻧﻴﻚ ﻛﺮﺍﺗﻮﻛﻴﺴﺖ ﺑﺎ ﺗﻮﺭﻡ ﺍﺳﺘﺨﻮﺍﻧﻲ ﻭﺳﻴﻊ
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ﻫﺎﻱ ﺑﺎ ﻛﺮﻭﻣﺎﺗﻴﺴﻢ ﺍﻓﺰﺍﻳﺶ ﻳﺎﻓﺘﻪ ﺑﺎ ﻻﻳﻪ  ، ﻫﺴﺘﻪ(dedasilap)
 TOCKﻳﻴﺪ ﻛﻨﻨﺪﻩ ﺄﺳﻄﺤﻲ ﭘﺎﺭﺍﻛﺮﺍﺗﻨﻴﺰﻩ ﺑﻮﺩ ﻛﻪ ﻫﻤﮕﻲ ﺗ
ﻝ ﺑﻌﺪ ﺍﺯ ﻣﺎﻩ ﻭ ﻳﻚ ﺳﺎ 6ﺩﺭ ﭘﻴﮕﻴﺮﻱ . (3 ﺷﻜﻞ) [5-7]ﺑﻮﺩﻧﺪ
 .ﺿﺎﻳﻌﻪ ﻋﻮﺩ ﻣﺸﺎﻫﺪﻩ ﻧﺸﺪ
 
 
 ﻩﺳﻄﺤﻲ ﭘﺎﺭﺍﻛﺮﺍﺗﻴﻨﻴﺰ ﻱ ﻻﻳﻪﺍﻱ ﻭ  ﺍﺳﺘﻮﺍﻧﻪﻫﺎﻱ  ﻻﻳﻪ ﺍﭘﻲ ﺗﻠﻴﻮﻡ ﺿﺨﻴﻢ ﻫﻤﺮﺍﻩ ﺑﺎ ﺳﻠﻮﻝ .3ﺷﻜﻞ
 ﻣﻮﺭﺩ ﺩﻭﻡ
ﺩﻟﻴﻞ ﺗﻮﺭﻡ ﻭﺳﻴﻊ ﺻﻮﺭﺕ ﺑﻪ ﺑﺨﺶ ﺟﺮﺍﺣﻲ  ﺳﺎﻟﻪ، ﺑﻪ91ﻳﻚ ﻣﺮﺩ 
 ﻲﺩﺭ ﺑﺮﺭﺳ .ﭘﺰﺷﻜﻲ ﺍﺻﻔﻬﺎﻥ ﺍﺭﺟﺎﻉ ﺩﺍﺩﻩ ﺷﺪﻩ ﺑﻮﺩ ﺩﺍﻧﺸﻜﺪﻩ ﺩﻧﺪﺍﻥ
ﻮﺭﻡ ﺩﺭ ﺳﻤﺖ ﺭﺍﺳﺖ ﻣﻨﺪﻳﺒﻞ، ﺩﺭﺩ ﻭ ﺩﺭﻧﺎژ ﺑﺎﻟﻴﻨﻲ، ﺑﻴﻤﺎﺭ ﺩﺍﺭﺍﻱ ﺗ
ﭘﻮﺳﺖ ﺭﻭﻱ ﺿﺎﻳﻌﻪ ﺩﺭ ﺑﺮﺧﻲ ﺍﺯ ﻣﻨﺎﻃﻖ ﺩﭼﺎﺭ ﺍﻟﺘﻬﺎﺏ . ﻓﻴﺴﺘﻮﻝ ﺑﻮﺩ
ﺩﺭ ﻣﻌﺎﻳﻨﺎﺕ ﺩﺍﺧﻞ ﺩﻫﺎﻧﻲ، ﺩﺭﺩ ﺩﺭ ﻫﻨﮕﺎﻡ ﻟﻤﺲ ﺿﺎﻳﻌﻪ ﻭﺟﻮﺩ  .ﺑﻮﺩ
 ﺗﻤﻮﺝﻭ ﺑﻮﺩ   )mriF(ﺩﺍﺷﺖ ﻭ ﺿﺎﻳﻌﻪ ﺩﺭ ﻟﻤﺲ ﻗﻮﺍﻡ ﺳﻔﺖ 
 ﻱ ﺩﺭ ﺭﺍﺩﻳﻮﮔﺮﺍﻓﻲ ﭘﺎﻧﻮﺭﺍﻣﻴﻚ، ﻳﻚ ﺿﺎﻳﻌﻪ .ﺩﺍﺷﺖ  (ecneutculf)
ﺿﺎﻳﻌﻪ ﺍﺯ . ﻣﺸﺨﺺ ﻛﻮﺭﺗﻴﻜﺎﻝ ﺩﻳﺪﻩ ﺷﺪ ﻱ ﻮﻟﻮﺳﻨﺖ ﺑﺎ ﻟﺒﻪﺭﺍﺩﻳ
ﻡ ﺳﻤﺖ ﺭﺍﺳﺖ ﺷﺮﻭﻉ ﻭ ﻛﻞ ﺭﺍﻣﻮﺱ ﻭ ﻣﺰﻳﺎﻝ ﺩﻧﺪﺍﻥ ﭘﺮﻣﻮﻟﺮ ﺩﻭ
 .ﻛﺮﻭﻧﻮﺋﻴﺪ ﺭﺍ ﺩﺭﺑﺮﮔﺮﻓﺘﻪ ﺑﻮﺩ ﻱ ﻩ ﺪﻳﺯﺍ
  ﺳﭙﺘﺎ. ﻳﻚ ﺩﻧﺪﺍﻥ ﻣﻮﻟﺮ ﺳﻮﻡ ﻧﻬﻔﺘﻪ ﺩﺭ ﺿﺎﻳﻌﻪ ﻭﺟﻮﺩ ﺩﺍﺷﺖ
( ﻟﺒﻪ) ﺗﺨﺮﻳﺐ ﺍﻧﺪﻭﺳﺘﺌﺎﻝ ﺩﺭ ﺑﻮﺭﺩ. ﺩﺭ ﺩﺍﺧﻞ ﺿﺎﻳﻌﻪ ﺩﻳﺪﻩ ﺷﺪ (ﺗﻴﻐﻪ)
ﻗﺪﺍﻣﻲ  ﻱ ﺿﺎﻳﻌﻪ ﺑﺎﻋﺚ ﺗﻮﺭﻡ ﺩﺭ ﺩﻳﻮﺍﺭﻩ. ﻞ ﻣﺸﻬﻮﺩ ﺑﻮﺩﺗﺤﺘﺎﻧﻲ ﻣﻨﺪﻳﺒ
ﻻﻣﻴﻨﺎﺩﻭﺭﺍ ﺳﺎﻟﻢ ﻭ  .ﺗﺤﺘﺎﻧﻲ ﺁﻥ ﺷﺪﻩ ﺑﻮﺩ( ﻟﺒﻪ) ﺭﺍﻣﻮﺱ ﻣﻨﺪﻳﺒﻞ ﻭ ﺑﻮﺭﺩ
 .(4 ﺷﻜﻞ) ﮔﻮﻧﻪ ﺗﺤﻠﻴﻞ ﺭﻳﺸﻪ ﻣﺸﺎﻫﺪﻩ ﻧﺸﺪ ﻧﺨﻮﺭﺩﻩ ﺑﻮﺩ ﻭ ﻫﻴﭻ ﺩﺳﺖ
 
 
 ﻛﻮﺭﺗﻴﻜﺎﻝ ﻫﻤﺮﺍﻩ ﺑﺎ ﺗﻮﺭﻡ ﺍﺳﺘﺨﻮﺍﻧﻲ ﻭﺳﻴﻊ ﻱ ﺭﺍﺩﻳﻮﻟﻮﺳﻨﺖ ﺑﺎ ﻟﺒﻪ ﻱ ﺿﺎﻳﻌﻪ .4ﺷﻜﻞ 
 
ﺍﺭﺗﺒﺎﻁ ﺁﻥ ﺑﺎ ﻛﺎﻧﺎﻝ  ﺑﺮﺭﺳﻲ ﺗﺮ ﺿﺎﻳﻌﻪ ﻭ ﺭﺳﻲ ﺑﻬﺘﺮ ﻭ ﺩﻗﻴﻖﻣﻨﻈﻮﺭ ﺑﺮ ﺑﻪ
ﺑﺮ ﺍﺳﺎﺱ ﺳﻦ، ﺍﺑﻌﺎﺩ،  .ﭘﻴﺸﻨﻬﺎﺩ ﺷﺪ TCBC ﻱ ﺗﻬﻴﻪﺁﻟﻮﺋﻮﻻﺭ ﺗﺤﺘﺎﻧﻲ، 
ﻫﺎﻱ ﺍﻓﺘﺮﺍﻗﻲ  ﻫﺎﻱ ﺑﺎﻟﻴﻨﻲ، ﺗﺸﺨﻴﺺ ﻣﺤﻞ ﻭ ﻧﻤﺎﻱ ﺭﺍﺩﻳﻮﮔﺮﺍﻓﻲ ﻭ ﻳﺎﻓﺘﻪ
ﺳﻨﺘﺮﺍﻝ ﺟﺎﻧﺖ  ، ﻣﻮﺭﺍﻝ ﺁﻣﻠﻮﺑﻼﺳﺘﻮﻣﺎ،ﻛﻴﺴﺖ ﺩﻧﺘﻲ ژﻭﺭ ﺗﺮﺗﻴﺐ ﺷﺎﻣﻞ ﺑﻪ
ﻣﻨﻈﻮﺭ ﺑﺮﺭﺳﻲ  ﺍﺯ ﺿﺎﻳﻌﻪ ﺑﻪ .ﺡ ﺷﺪﻣﻄﺮ TOCKﻭ  ﺳﻞ ﮔﺮﺍﻧﻮﻟﻮﻣﺎ
ﺩﺭ  .ﺷﻨﺎﺳﻲ ﻭ ﺗﺸﺨﻴﺺ ﻗﻄﻌﻲ ﻣﺎﻫﻴﺖ ﺁﻥ، ﺑﻴﻮﭘﺴﻲ ﺗﻬﻴﻪ ﺷﺪ ﺑﺎﻓﺖ
ﺗﻠﻴﻮﻡ ﺿﺨﻴﻢ ﻫﻤﺮﺍﻩ ﺑﺎ  ﺍﭘﻲ ﻱ ﻳﻚ ﻻﻳﻪ ﺷﺪﻩ ﺍﺯ ﺿﺎﻳﻌﻪ ﺑﺮﺭﺳﻲ ﻻﻡ ﺗﻬﻴﻪ
 dedasilapﻭ  ﻗﻄﺒﻴﺖ ﻣﻌﻜﻮﺱﺑﺎﺯﺍﻝ ﺑﺎ  ﻱ ، ﻻﻳﻪﺍﻱ ﺍﺳﺘﻮﺍﻧﻪﻫﺎﻱ  ﺳﻠﻮﻝ
 ﻱ ﺎ ﻻﻳﻪﻫﺎﻱ ﺑﺎ ﻛﺮﻭﻣﺎﺗﻴﺴﻢ ﺍﻓﺰﺍﻳﺶ ﻳﺎﻓﺘﻪ ﺑ ، ﻫﺴﺘﻪ(ﻧﻤﺎﻱ ﻣﻮﺍﺯﻱ)
 ﺑﻮﺩﻧﺪ TOCKﻛﻨﻨﺪﻩ ﻳﻴﺪﺄﻛﻪ ﻫﻤﮕﻲ ﺗ ﻣﺸﺎﻫﺪﻩ ﺷﺪﺳﻄﺤﻲ ﭘﺎﺭﺍﻛﺮﺍﺗﻨﻴﺰﻩ 
 .(5 ﺷﻜﻞ)
 
 ﻭ ﻫﻤﻜﺎﺭ ﺩﻛﺘﺮ ﻣﺎﺭﻳﻪ ﭘﻨﺎﻫﻲ ﺑﺮﻭﺟﻨﻲ ﮔﺰﺍﺭﺵ ﺳﻪ ﻣﻮﺭﺩ ﺍﺩﻧﺘﻮژﻧﻴﻚ ﻛﺮﺍﺗﻮﻛﻴﺴﺖ ﺑﺎ ﺗﻮﺭﻡ ﺍﺳﺘﺨﻮﺍﻧﻲ ﻭﺳﻴﻊ





 ﻩﺰﻴﻨﻴﭘﺎﺭﺍﻛﺮﺍﺗ ﻲﺳﻄﺤ ﻱ ﻪﻳﺍﻱ ﻭ ﻻ ﺍﺳﺘﻮﺍﻧﻪ ﻱﻫﺎ ﻫﻤﺮﺍﻩ ﺑﺎ ﺳﻠﻮﻝ ﻢﻴﺿﺨ ﻮﻡﻴﺗﻠ ﻲﺍﭘ ﻱ ﻪﻳﻻ .5ﺷﻜﻞ 
 
ﺑﺎ ﺗﻮﺟﻪ ﺑﻪ ﺳﻦ ﻛﻢ ﺑﻴﻤﺎﺭ ﻭ ﮔﺴﺘﺮﺵ ﻭﺳﻴﻊ ﺿﺎﻳﻌﻪ، ﺩﺭﻣﺎﻥ ﺑﻪ 
ﺩﺭ . ﺍﻧﺠﺎﻡ ﺷﺪ noisserpmocedﻫﻤﺮﺍﻩ ﺑﺎ ﻣﺎﺭﺳﻮﭘﻴﺎﻟﻴﺰﺍﺳﻴﻮﻥ  ﻱ ﺷﻴﻮﻩ
 ﻱ ﺍﻟﺒﺘﻪ ﺩﻭﺭﻩ. ﺑﻴﻤﺎﺭ ﻋﻮﺩ ﻣﺸﺎﻫﺪﻩ ﻧﺸﺪ ﻱ ﺳﺎﻟﻪ ﻣﺎﻫﻪ ﻭ ﻳﻚ 6ﭘﻴﮕﻴﺮﻱ 
ﺩﻟﻴﻞ ﺣﺠﻢ ﻭﺳﻴﻊ ﺿﺎﻳﻌﻪ ﻭ ﺳﻦ ﻛﻢ ﺑﻴﻤﺎﺭ،  ﺗﺮ ﭘﻴﮕﻴﺮﻱ ﺑﻪ ﻃﻮﻻﻧﻲ
ﺩﻟﻴﻞ ﺗﻐﻴﻴﺮ ﻣﺤﻞ ﺳﻜﻮﻧﺖ ﺑﻴﻤﺎﺭ ﻭ ﻋﺪﻡ ﺗﻤﺎﻳﻞ ﻭﻱ  ﭘﻴﺸﻨﻬﺎﺩ ﺷﺪ ﻛﻪ ﺑﻪ
 .ﺗﺮ ﻓﺮﺍﻫﻢ ﻧﺸﺪ ﻫﻤﻜﺎﺭﻱ، ﺍﻣﻜﺎﻥ ﭘﻴﮕﻴﺮﻱ ﻃﻮﻻﻧﻲ ﻱ ﺑﻪ ﺍﺩﺍﻣﻪ
 ﺩ ﺳﻮﻡﻣﻮﺭ
 ﺩﻟﻴﻞ ﺗﻮﺭﻡ ﺩﺭ ﺳﻤﺖ ﺭﺍﺳﺖ ﻓﻚ ﺑﺎﻻ ﺑﻪ ﺳﺎﻟﻪ، ﺑﻪ 22ﻳﻚ ﺧﺎﻧﻢ 
ﭘﺰﺷﻜﻲ ﺍﺻﻔﻬﺎﻥ ﻣﺮﺍﺟﻌﻪ ﻛﺮﺩﻩ  ﺩﻧﺪﺍﻥ ﻱ ﺑﺨﺶ ﺭﺍﺩﻳﻮﻟﻮژﻱ ﺩﺍﻧﺸﻜﺪﻩ
ﺩﺭ ﺑﺮﺭﺳﻲ ﺑﺎﻟﻴﻨﻲ، ﺗﻮﺭﻡ ﺑﺎ ﻣﺨﺎﻁ ﻧﺮﻣﺎﻝ ﭘﻮﺷﻴﺪﻩ ﺷﺪﻩ ﺑﻮﺩ ﻭ  .ﺑﻮﺩ
ﺍﻱ ﺍﺯ ﺩﺭﺩ، ﺣﺴﺎﺳﻴﺖ ﺑﻪ ﻟﻤﺲ، ﺩﺭﻧﺎژ، ﻓﻴﺴﺘﻮﻝ  ﮔﻮﻧﻪ ﺳﺎﺑﻘﻪ ﺑﻴﻤﺎﺭ ﻫﻴﭻ
، ﺩﺭ ﻟﻤﺲ .ﺎﻳﻌﻪ، ﮔﺰﺍﺭﺵ ﻧﻜﺮﺩﻭ ﺍﻓﺰﺍﻳﺶ ﺣﺮﺍﺭﺕ ﺩﺭ ﻣﺤﻞ ﺿ
ﻗﻮﺍﻡ ﺳﻔﺖ  ،ﺣﺴﺎﺳﻴﺖ ﺑﻪ ﺩﺭﺩ ﻭﺟﻮﺩ ﻧﺪﺍﺷﺖ ﻭ ﺿﺎﻳﻌﻪ ﺩﺭ ﻟﻤﺲ
 ﻱ ﻌﻪﻳﺿﺎ ﻚﻳ ﻚﻴﭘﺎﻧﻮﺭﺍﻣ ﻲﻮﮔﺮﺍﻓﻳﺭﺍﺩ ﻱﺩﺭ ﻧﻤﺎ .(6 ﺷﻜﻞ) ﺩﺍﺷﺖ
ﺩﺭ ﺳﻤﺖ  ﻜﺎﻝﻴﻛﻮﺭﺗ ﻱ ﺑﺎ ﺣﺪﻭﺩ ﻣﺸﺨﺺ ﺑﺎ ﻟﺒﻪ ﻮﻟﻮﺳﻨﺖﻳﺭﺍﺩ ﻊ،ﻴﻭﺳ
 (.7ﺷﻜﻞ )ﺷﺪ  ﺪﻩﻳﺑﺎﻻ ﺩ ﻓﻚﺭﺍﺳﺖ 
 




 ﺩﺭ ﺳﻤﺖ ﺭﺍﺳﺖ ﻓﻚ ﺑﺎﻻ( ﻛﻮﺭﺗﻴﻜﺎﻝ) ﻣﺸﺨﺺ ﻱ ﻭﺳﻴﻊ ﺑﺎ ﺣﺎﺷﻴﻪ ﻮﻟﻮﺳﻨﺖﻳﺭﺍﺩ ﻱ ﺿﺎﻳﻌﻪ .7ﺷﻜﻞ 
 ﺩﻛﺘﺮ ﻣﺎﺭﻳﻪ ﭘﻨﺎﻫﻲ ﺑﺮﻭﺟﻨﻲ ﻭ ﻫﻤﻜﺎﺭ ﮔﺰﺍﺭﺵ ﺳﻪ ﻣﻮﺭﺩ ﺍﺩﻧﺘﻮژﻧﻴﻚ ﻛﺮﺍﺗﻮﻛﻴﺴﺖ ﺑﺎ ﺗﻮﺭﻡ ﺍﺳﺘﺨﻮﺍﻧﻲ ﻭﺳﻴﻊ
 
 314 3931 ﺁﺫﺭ، 5 ، ﺷﻤﺎﺭﻩ01ﭘﺰﺷﻜﻲ ﺍﺻﻔﻬﺎﻥ، ﺩﻭﺭﻩ  ﻣﺠﻠﻪ ﺩﺍﻧﺸﻜﺪﻩ ﺩﻧﺪﺍﻥ
 
 ri.ca.ium.www
، ﺿﺎﻳﻌﻪ ﺍﺯ ﺩﻧﺪﺍﻥ ﺳﺎﻧﺘﺮﺍﻝ TCBC ﻫﺎﻱ ﺗﺼﺎﻭﻳﺮ ﺑﺮ ﺍﺳﺎﺱ ﻳﺎﻓﺘﻪ
ﺳﻤﺖ ﭼﭗ ﺗﺎ ﻣﺰﻳﺎﻝ ﺩﻧﺪﺍﻥ ﻣﻮﻟﺮ ﺍﻭﻝ ﺳﻤﺖ ﺭﺍﺳﺖ ﮔﺴﺘﺮﺵ ﺩﺍﺷﺖ 
ﻣﺸﺨﺺ  ﺗﻮﺭﻡ ﺍﺳﺘﺨﻮﺍﻧﻲ. ﻭ ﺍﺯ ﻣﻴﺪﻻﻳﻦ ﻋﺒﻮﺭ ﻛﺮﺩﻩ ﺑﻮﺩ
 .ﻨﮕﻮﺍﻝ ﻭ ﻛﺎﻫﺶ ﺿﺨﺎﻣﺖ ﺍﺳﺘﺨﻮﺍﻥ ﻛﻮﺭﺗﻴﻜﺎﻝ ﻣﺸﻬﻮﺩ ﺑﻮﺩﺑﺎﻛﻮﻟﻴ
ﺟﺎﻳﻲ ﻛﻒ ﺳﻴﻨﻮﺱ ﻣﺎﮔﺰﻳﻼ ﻭ ﻛﻒ ﺑﻴﻨﻲ ﺩﺭ  ﺑﻪ ﺿﺎﻳﻌﻪ ﺑﺎﻋﺚ ﺟﺎ
 )assof lasaN(ﻃﺮﻑ ﺑﺎﻻ ﺷﺪﻩ ﺑﻮﺩ ﻭ ﺑﻪ ﻓﻀﺎﻱ ﺑﻴﻨﻲ  ﺳﻤﺖ ﺭﺍﺳﺖ ﺑﻪ
 .(8 ﺷﻜﻞ) ﮔﺴﺘﺮﺵ ﻳﺎﻓﺘﻪ ﺑﻮﺩ
 
 ﺟﺎﻳﻲ ﻓﻮﻗﺎﻧﻲ ﻛﻒ ﺳﻴﻨﻮﺱ ﻣﺎﮔﺰﻳﻼﺭﻱ ﻭ ﻛﻒ ﺑﻴﻨﻲ ﺑﺎ ﺟﺎﺑﻪﻫﺎﻱ ﻛﻮﺭﺗﻴﻜﺎﻟﻲ ﻧﺎﺯﻙ ﻫﻤﺮﺍﻩ  ﺗﻮﺭﻡ ﻗﺎﺑﻞ ﺗﻮﺟﻪ ﺑﺎﻛﻮﻟﻴﻨﮕﻮﺍﻟﻲ ﺑﺎ ﺩﻳﻮﺍﺭﻩ .8ﺷﻜﻞ 
 ﺑﻴﻨﻲ ﺩﺳﺖ ﺍﻧﺪﺍﺯﻱ ﺩﺍﺷﺘﻪ ﺍﺳﺖ ﻱ ﺿﺎﻳﻌﻪ ﺑﻪ ﺣﻔﺮﻩ
 
ﻫﺎﻱ ﻟﺘﺮﺍﻝ ﻭ ﻛﺎﻧﻴﻦ ﻓﻚ ﺑﺎﻻ ﻭﺟﻮﺩ  ﻭﺍﮔﺮﺍﻳﻲ ﺑﻴﻦ ﺭﻳﺸﻪ ﺩﻧﺪﺍﻥ
ﺩﻧﺪﺍﻥ ﻟﺘﺮﺍﻝ ﻓﻚ ﺑﺎﻻ . ﻫﺎ ﺩﻳﺪﻩ ﻧﺸﺪ ﺩﺍﺷﺖ ﺍﻣﺎ ﺗﺤﻠﻴﻞ ﺭﻳﺸﻪ ﺩﻧﺪﺍﻥ
 .ﻣﻮﺭﺩ ﺩﺭﻣﺎﻥ ﺭﻳﺸﻪ ﻗﺮﺍﺭ ﮔﺮﻓﺘﻪ ﻭ ﺩﺍﺭﺍﻱ ﭘﺴﺖ ﻭ ﺭﻭﻛﺶ ﺑﻮﺩ
ﻫﺎﻱ ﺭﺍﺩﻳﻮﮔﺮﺍﻓﻲ ﻭ  ﻪﺑﺮ ﺍﺳﺎﺱ ﺳﻦ، ﺍﺑﻌﺎﺩ ﺿﺎﻳﻌﻪ، ﻣﺤﻞ ﻭ ﻳﺎﻓﺘ
ﺗﺮﺗﻴﺐ ﺷﺎﻣﻞ ﻛﻴﺴﺖ  ﻫﺎﻱ ﺍﻓﺘﺮﺍﻗﻲ ﺑﻪ ﻧﻤﺎﻱ ﺑﺎﻟﻴﻨﻲ ﺿﺎﻳﻌﻪ، ﺗﺸﺨﻴﺺ
 .ﻣﻄﺮﺡ ﺷﺪﻧﺪTOCK ﺁﺩﻧﻮﺋﻴﺪ ﺍﺩﻧﺘﻮژﻧﻴﻚ ﺗﻮﻣﻮﺭ ﻭ ﺭﺍﺩﻳﻜﻮﻻﺭ، 
 ﻱ ﺷﻨﺎﺳﻲ ﻧﺸﺎﻥ ﺩﻫﻨﺪﻩ ﻭ ﺑﺮﺭﺳﻲ ﺑﺎﻓﺖ ﺷﺪ ﺑﻴﻮﭘﺴﻲ ﺍﺯ ﺿﺎﻳﻌﻪ ﺗﻬﻴﻪ
ﻫﺎﻱ ﺑﺎﺯﺍﻝ  ﺗﻠﻴﺎﻟﻲ ﺿﺨﻴﻢ ﻭ ﺳﻠﻮﻝ ﺍﭘﻲ ﻱ ﻛﻴﺴﺘﻲ ﻫﻤﺮﺍﻩ ﺑﺎ ﺩﻳﻮﺍﺭﻩ ﻱ ﺿﺎﻳﻌﻪ
ﻧﻤﺎﻱ  .ﻩ ﺑﻮﺩﻨﻴﺰﺳﻄﺤﻲ ﭘﺎﺭﺍﻛﺮﺍﺗ ﻱ ﻫﺎﻱ ﻫﺎﻳﭙﺮﻛﺮﻭﻡ ﻭ ﻳﻚ ﻻﻳﻪ ﺑﺎ ﻫﺴﺘﻪ
 .(9 ﺷﻜﻞ) ﺑﻮﺩ TOCK ﻱ ﻳﻴﺪ ﻛﻨﻨﺪﻩﺄﺑﺎﻓﺖ ﺷﻨﺎﺳﻲ ﺿﺎﻳﻌﻪ ﺗ
 
 
 ﺰﻩﻴﻨﻴﭘﺎﺭﺍﻛﺮﺍﺗ ﻲﺳﻄﺤ ﻱ ﻪﻳﺍﻱ ﻭ ﻻ ﺍﺳﺘﻮﺍﻧﻪ ﻱﻫﺎ ﻫﻤﺮﺍﻩ ﺑﺎ ﺳﻠﻮﻝ ﻢﻴﺿﺨ ﻮﻡﻴﺗﻠ ﻲﺍﭘ ﻱ ﻪﻳﻻ .9ﺷﻜﻞ 
 
ﺴﻴﻮﻥ ﺻﻮﺭﺕ ﮔﺮﻓﺖ ﻭ ﺩﺭ ﺯﻛﺭﺑﺎ ﺗﻮﺟﻪ ﺑﻪ ﻭﺳﻌﺖ ﺿﺎﻳﻌﻪ 
 .ﺑﻴﻤﺎﺭ، ﻋﻮﺩ ﺿﺎﻳﻌﻪ ﻣﺸﺎﻫﺪﻩ ﻧﺸﺪ ﻱ ﺳﺎﻟﻪ ﻣﺎﻫﻪ ﻭ ﻳﻚ 6ﭘﻴﮕﻴﺮﻱ 
 
 ﺑﺤﺚ
ﺩﺭ ﻣﻨﺪﻳﺒﻞ ( ﺩﺭﺻﺪ 56 -38)  TOCKﺩﻭ ﺳﻮﻡ ﺍﺯ ﺿﺎﻳﻌﺎﺕ 
 ﻱ ﻣﻮﻟﺮ، ﺯﺍﻭﻳﻪ ﻱ ﺧﺼﻮﺹ ﺩﺭ ﻧﺎﺣﻴﻪ ﻭ ﺑﻪ [6، 11]ﺷﻮﻧﺪ ﻣﻲﺍﻳﺠﺎﺩ 
ﻭ ﺗﻤﺎﻳﻞ ﺩﺍﺭﻧﺪ ﺑﻪ ﺳﻤﺖ  [9]ﺷﻮﻧﺪ ﺗﺸﻜﻴﻞ ﻣﻲﻣﻨﺪﻳﺒﻞ ﻭ ﺭﺍﻣﻮﺱ 
 .[21] ﭘﻴﺪﺍ ﻛﻨﻨﺪﺑﺎﻻ ﻭ ﺟﻠﻮ ﺭﻭﻳﺶ 
ﺁﺭﺍﻣﻲ  ﻫﺎ ﻛﻪ ﺑﺮ ﺍﺳﺎﺱ ﻓﺸﺎﺭ ﺍﺳﻤﻮﺗﻴﻚ ﺑﻪ ﺑﺮﺧﻼﻑ ﺩﻳﮕﺮ ﻛﻴﺴﺖ
ﻭ ﺗﻮﻟﻴﺪ  ﺫﺍﺗﻲﺗﻮﺍﻧﺎﻳﻲ ﺭﻭﻳﺶ  TOCK ﻱ ﺗﻠﻴﻮﻡ ﺟﺪﺍﺭﻩ ، ﺍﭘﻲﻛﻨﻨﺪ ﺭﺷﺪ ﻣﻲ
ﻋﻼﺋﻢ ﻣﺜﻞ ﺩﺭﺩ، ﺗﻮﺭﻡ ﻭ ﺩﺭﻧﺎژ ﻣﻤﻜﻦ  .[31]ﺧﻴﻢ ﺭﺍ ﺩﺍﺭﺩ ﺗﻮﻣﻮﺭ ﺧﻮﺵ
ﺻﻮﺭﺕ  ﺍﺳﺖ ﻭﺟﻮﺩ ﺩﺍﺷﺘﻪ ﺑﺎﺷﺪ ﻫﺮ ﭼﻨﺪ ﺣﺪﺍﻗﻞ ﻧﻴﻤﻲ ﺍﺯ ﺿﺎﻳﻌﺎﺕ ﺑﻪ
 .[41]ﺷﻮﻧﺪ ﺭﺍﺩﻳﻮﮔﺮﺍﻓﻲ ﻛﺸﻒ ﻣﻲ ﺗﺼﺎﺩﻓﻲ ﺩﺭ
ﻫﺎ ﺍﻳﻦ  ﺩﺭ ﻃﻮﻝ ﺍﺳﺘﺨﻮﺍﻥ، ﺁﻥ TOCKﺑﺎ ﺗﻮﺟﻪ ﺑﻪ ﮔﺴﺘﺮﺵ 
  .[9]ﻲ، ﺑﺴﻴﺎﺭ ﺑﺰﺭگ ﺷﻮﻧﺪﺑﺎﻟﻴﻨﺗﻮﺍﻧﺎﻳﻲ ﺭﺍ ﺩﺍﺭﻧﺪ ﺗﺎ ﺑﺪﻭﻥ ﺍﻳﺠﺎﺩ ﻋﻼﺋﻢ 
 ﻭ ﻫﻤﻜﺎﺭ ﺩﻛﺘﺮ ﻣﺎﺭﻳﻪ ﭘﻨﺎﻫﻲ ﺑﺮﻭﺟﻨﻲ ﮔﺰﺍﺭﺵ ﺳﻪ ﻣﻮﺭﺩ ﺍﺩﻧﺘﻮژﻧﻴﻚ ﻛﺮﺍﺗﻮﻛﻴﺴﺖ ﺑﺎ ﺗﻮﺭﻡ ﺍﺳﺘﺨﻮﺍﻧﻲ ﻭﺳﻴﻊ
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ﺍﺯ ﻧﻈﺮ ﻧﻤﺎﻱ ﺭﺍﺩﻳﻮﮔﺮﺍﻓﻲ، ﺿﺎﻳﻌﻪ ﺭﺍﺩﻳﻮﻟﻮﺳﻨﺖ ﺑﺎ ﺣﺪﻭﺩ ﻣﺸﺨﺺ ﻭ 
ﺕ ﺍﻧﺪ ﻭﻟﻲ ﺿﺎﻳﻌﺎ ﻫﺎ ﺗﻚ ﺣﺠﺮﻩ ﺍﻛﺜﺮ ﺁﻥ. ﻫﺎﻱ ﻛﻮﺭﺗﻴﻜﺎﻝ ﺍﺳﺖ ﻣﺎﺭژﻳﻦ
ﺗﻮﺍﻧﻨﺪ ﭼﻨﺪ  ﻣﻲ، ﻓﻌﻠﻲ ﻱ ﻫﻤﺎﻧﻨﺪ ﻣﻮﺍﺭﺩ ﮔﺰﺍﺭﺵ ﺷﺪﻩ ﺩﺭ ﻣﻄﺎﻟﻌﻪ، ﺗﺮ ﺑﺰﺭگ
ﻭ  ﻫﺴﺘﻨﺪﻛﻮﺭﺗﻴﻜﺎﻝ  ﻱ ﺿﺎﻳﻌﺎﺕ ﺍﻏﻠﺐ ﺩﺍﺭﺍﻱ ﻟﺒﻪ. [41]ﺣﺠﺮﻩ ﺑﺎﺷﻨﺪ
ﻣﺎﻧﺪ ﻛﻪ  ﻳﺎﺑﺪ، ﻛﻮﺭﺗﻜﺲ ﻧﺎﺯﻛﻲ ﺑﺎﻗﻲ ﻣﻲ ﺯﻣﺎﻧﻲ ﻛﻪ ﺿﺎﻳﻌﻪ ﮔﺴﺘﺮﺵ ﻣﻲ
 .[31]ﺳﻮﺭﺍﺥ ﻧﺸﺪﻩ ﺍﺳﺖ
( ﻧﻬﻔﺘﻪ)ﻧﻴﺎﻓﺘﻪ  ﺑﺎ ﺩﻧﺪﺍﻥ ﺭﻭﻳﺶ TOCKﺩﺭﺻﺪ ﺍﺯ ﻣﻮﺍﺭﺩ  02-04ﺩﺭ
ژﻭﺭ ﻗﺮﺍﺭ  ﺗﻮﺍﻧﺪ ﺩﺭ ﺗﺸﺨﻴﺺ ﺍﻓﺘﺮﺍﻗﻲ ﺑﺎ ﻛﻴﺴﺖ ﺩﻧﺘﻲ ﻫﻤﺮﺍﻩ ﺍﺳﺖ ﻛﻪ ﻣﻲ
 lemanE otnemeCﺗﺮ ﺍﺯ  ﺍﻱ ﺍﭘﻴﻜﺎﻟﻲ ﺍﮔﺮ ﻛﻴﺴﺖ ﺩﺭ ﻧﻘﻄﻪ .[9]ﺑﮕﻴﺮﺩ
ﻣﺸﺎﻫﺪﻩ  ﺗﻮﺭﻡ ﺍﺳﺘﺨﻮﺍﻧﻲ ﺑﻪ ﺩﻧﺪﺍﻥ ﻣﺘﺼﻞ ﺑﺎﺷﺪ ﻭ )JEC( noitcnuJ
ژﻭﺭ  ﻛﻴﺴﺖ ﺩﺍﻧﺘﻲ ﻣﻌﻤﻮﻻً. ﺑﻴﺸﺘﺮ ﻣﻄﺮﺡ ﺍﺳﺖ TOCK  ﺍﺣﺘﻤﺎﻝ ،ﻧﺸﻮﺩ
 .[31]ﻭ ﺩﺭ ﻣﻮﻗﻌﻴﺖ ﻛﺮﻭﻧﺎﻟﻲ ﻗﺮﺍﺭ ﺩﺍﺭﺩ ﺍﺳﺖ TOCKﺗﺮ ﺍﺯ  ﺑﺰﺭگ
ﻣﻮﺍﺭﺩ ) ﻭ ﻧﻤﺎﻱ ﺭﺍﺩﻳﻮﮔﺮﺍﻓﻴﻚ( ﺍﻛﺴﭙﻨﺸﻦ ﻣﺤﺪﻭﺩ) ﻋﻼﺋﻢ ﺑﺎﻟﻴﻨﻲ
ﺷﺒﻴﻪ ﻣﻴﮕﺰﻭﻡ ﺍﺩﻧﺘﻮژﻧﻴﻚ  TOCK( ﺍﻱ ﺿﺎﻳﻌﻪ ﭼﻨﺪﺣﺠﺮﻩ
 .[31]ﺑﺎﺷﺪ ﻣﻲ
ﺩﺭ ﺗﺸﺨﻴﺺ ﺍﻓﺘﺮﺍﻗﻲ ﺑﺎ  TOCKﺍﻱ  ﻣﻮﺍﺭﺩ ﭼﻨﺪ ﺣﺠﺮﻩ
ﻧﻤﺎﻱ  پ ﺿﺎﻳﻌﻪ ﻭﻮﻣﺎﺭژﻳﻦ ﺍﺳﻜﺎﻟ. ﮔﻴﺮﺩ ﻮﺑﻼﺳﺘﻮﻣﺎ ﻗﺮﺍﺭ ﻣﻲﻠﺁﻣ
ﺷﻮﺩ،  ﺍﻱ ﺁﻥ ﺑﺎﻋﺚ ﺷﺒﺎﻫﺖ ﺯﻳﺎﺩ ﺁﻥ ﺑﻪ ﺁﻣﻠﻮﺑﻼﺳﺘﻮﻣﺎ ﻣﻲ ﺣﺠﺮﻩ ﭼﻨﺪ
ﺑﻴﺸﺘﺮﻱ ( ﺗﻮﺭﻡ ﺍﺳﺘﺨﻮﺍﻧﻲ)ﭼﻨﺪ ﺁﻣﻠﻮﺑﻼﺳﺘﻮﻣﺎ ﺗﻤﺎﻳﻞ ﺑﻪ ﺍﻛﺴﭙﻨﺸﻦ ﻫﺮ
ﺩﺭ ﻃﻮﻝ ﺍﺳﺘﺨﻮﺍﻥ ﺭﻭﻳﺶ ﭘﻴﺪﺍ  TOCKﻛﻪ  ﺩﺍﺭﺩ، ﺩﺭ ﺣﺎﻟﻲ
 .[31]ﻛﻨﺪ ﻣﻲ
ﻣﺎﺭژﻳﻦ ﺍﺳﻜﺎﻟﻮپ ﻭ  TOCK ﻣﺎﻧﻨﺪ tcyc enob elpmiS
ﺗﺮ ﻭ  ﻥ ﻧﺎﺯﻙﻫﺎﻱ ﺁ ﺭﺍ ﺩﺍﺭﺩ ﻭﻟﻲ ﻣﺎﺭژﻳﻦ ﺗﻮﺭﻡ ﺍﺳﺘﺨﻮﺍﻧﻲ ﺣﺪﺍﻗﻞ
 .[31]ﺁﻥ ﺩﺷﻮﺍﺭﺗﺮ ﺍﺳﺖ ﻱ ﻣﺸﺎﻫﺪﻩ
. ﺑﺎﺷﺪ ﺑﺴﻴﺎﺭ ﺧﺎﺹ ﻭ ﻭﻳﮋﻩ ﻣﻲ TOCKﺷﻨﺎﺳﻲ  ﻋﻼﺋﻢ ﺑﺎﻓﺖ
ﻫﺎﻱ ﻳﻚ ﺷﻜﻞ ﭘﻮﺷﺎﻧﻨﺪﻩ ﺟﺪﺍﺭ  ﻫﺎﻱ ﺗﺸﺨﻴﺼﻲ ﺷﺎﻣﻞ ﺳﻠﻮﻝ ﻳﺎﻓﺘﻪ
، ﻣﺤﺼﻮﻻﺕ edasilapﻫﺎﻱ ﺑﺎﺯﺍﻝ ﻫﺎﻳﭙﺮﻛﺮﻭﻡ ﻭ  ﻛﻴﺴﺖ، ﺳﻠﻮﻝ
ﺑﻴﻦ ( ﺻﺎﻑ) talfﭘﺎﺭﺍﻛﺮﺍﺗﻴﻦ ﻣﻮﺟﻲ ﺷﻜﻞ ﻭ ﺗﻤﺎﺱ ﺳﻠﻮﻟﻲ 
ﻛﻪ  ﺻﻮﺭﺗﻲ ﺩﺭ .ﺑﺎﺷﻨﺪ ﻮﻡ ﻭ ﻏﺸﺎء ﺑﺎﻓﺖ ﻫﻤﺒﻨﺪ ﻣﻲﺗﻠﻴ ﻫﺎﻱ ﺍﭘﻲ ﺳﻠﻮﻝ
ﺷﻨﺎﺳﻲ ﻳﺎﺩ ﺷﺪﻩ، ﻛﺎﻣﻼً ﺍﺯ  ﻛﻴﺴﺖ ﻣﻠﺘﻬﺐ ﺑﺎﺷﺪ، ﺧﺼﻮﺻﻴﺎﺕ ﺑﺎﻓﺖ
 .[9]ﻣﻨﺠﺮ ﺑﻪ ﺗﺸﺨﻴﺺ ﻧﺎﺻﺤﻴﺢ ﺷﻮﺩﺗﻮﺍﻧﺪ  ﺑﻴﻦ ﺭﻓﺘﻪ ﻭ ﻣﻲ
 02-03ﺩﺭ  TOCKﻫﺎﻱ ﺍﺩﻧﺘﻮژﻧﻴﻚ،  ﺑﺮﺧﻼﻑ ﺩﻳﮕﺮ ﻛﻴﺴﺖ
 5  ﺩﺭﺻﺪ ﻣﻮﺍﺭﺩ ﺗﻤﺎﻳﻞ ﺑﻪ ﻋﻮﺩ ﺩﺍﺭﺩ ﻭ ﺑﻴﺸﺘﺮﻳﻦ ﺷﻴﻮﻉ ﻋﻮﺩ ﺩﺭ ﻃﻮﻝ
 .[5 ،51 ،61]ﺳﺎﻝ ﺍﻭﻝ ﺑﻌﺪ ﺍﺯ ﺩﺭﻣﺎﻥ ﮔﺰﺍﺭﺵ ﺷﺪﻩ ﺍﺳﺖ 7ﺗﺎ 
ﻋﻠﺖ ﺍﺻﻠﻲ ﻋﻮﺩ ﻣﺠﺪﺩ ﺗﻮﻣﻮﺭ ﺭﺍ  [5]ﻭ ﻫﻤﻜﺎﺭﺍﻥ sedneM
ﻛﻴﺴﺖ، ﺭﻭﻳﺶ ﺿﺎﻳﻌﺎﺕ ﺟﺪﻳﺪ ﺍﺯ ﺟﺰﺍﻳﺮ  ﻱ ﺑﺮﺩﺍﺷﺖ ﻧﺎﻗﺺ ﺩﻳﻮﺍﺭﻩ
 ﺑﻴﻦ ﺿﺎﻳﻌﺎﺕ noitairav cipytonegﻣﺎﻧﺪﻩ ﻭ  ﺗﻠﻴﻮﻣﻲ ﺑﺎﻗﻲ ﺍﭘﻲ
ﻳﻦ ﻫﺎﻱ ﺩﺭﻣﺎﻧﻲ ﺍ ﭼﻨﺎﻥ ﺩﺭ ﺷﻴﻮﻩ ﻫﻤﻴﻦ ﺩﻟﻴﻞ ﻫﻢ ﮔﺰﺍﺭﺵ ﻛﺮﺩﻧﺪ، ﺑﻪ
 .ﺿﺎﻳﻌﻪ، ﺗﻮﺍﻓﻖ ﻧﻈﺮ ﻭﺟﻮﺩ ﻧﺪﺍﺭﺩ
ﺑﻴﺸﺘﺮ ﺑﺮﺍﻱ ﺿﺎﻳﻌﺎﺕ  noisserpmocedﻣﺎﺭﺳﻮﭘﻴﺎﻟﻴﺰﺍﺳﻴﻮﻥ ﻭ 
ﺷﻮﺩ ﺗﺎ ﺑﺘﻮﺍﻥ ﻣﻘﺪﺍﺭ ﺍﺳﺘﺨﻮﺍﻥ، ﺗﻌﺪﺍﺩ ﺩﻧﺪﺍﻥ ﻭ  ﻭﺳﻴﻊ ﺍﺳﺘﻔﺎﺩﻩ ﻣﻲ
ﺳﺎﺧﺘﺎﺭﻫﺎﻱ ﺣﻴﺎﺗﻲ ﺑﻴﺸﺘﺮﻱ ﺭﺍ ﺣﻔﻆ ﻧﻤﻮﺩ ﻭ ﺍﺯ ﺷﻜﺴﺘﮕﻲ 
 .[9]ﭘﺎﺗﻮﻟﻮژﻳﻚ ﺟﻠﻮﮔﻴﺮﻱ ﻛﺮﺩ
ﻫﺎ  ﺑﭽﻪ ﺩﺭ TOCKﻋﻨﻮﺍﻥ ﺭﻭﺵ ﺍﺻﻠﻲ ﺩﺭ ﺩﺭﻣﺎﻥ  ﺍﻳﻦ ﺭﻭﺵ ﺑﻪ
ﻭ ﺑﻴﻤﺎﺭﺍﻧﻲ ﺍﺳﺖ ﻛﻪ ﺷﺮﺍﻳﻂ ﺑﺪﻧﻲ ﻻﺯﻡ ﺑﺮﺍﻱ ﺍﻧﺠﺎﻡ ﺟﺮﺍﺣﻲ ﻭﺳﻴﻊ ﺭﺍ 
 .[9]ﻧﺪﺍﺭﻧﺪ
ﻫﺪﻑ ﺍﺯ ﺍﻳﻦ ﺭﻭﺵ، ﻛﺎﻫﺶ ﻓﺸﺎﺭ ﺍﺳﻤﻮﺗﻴﻚ ﻛﻴﺴﺖ ﺑﺎ ﺍﺳﺘﻔﺎﺩﻩ 
ﺍﻳﻦ ﺑﺎﻋﺚ ﺗﺸﻜﻴﻞ  .ﺩﻫﺎﻥ ﺍﺳﺖ ﻱ ﻳﺎﺑﻲ ﻛﻴﺴﺖ ﺑﻪ ﺣﻔﺮﻩ ﺍﺯ ﺭﺍﻩ
. [9]ﺷﻮﺩ ﺍﺳﺘﺨﻮﺍﻥ ﺩﺭ ﺍﻃﺮﺍﻑ ﺿﺎﻳﻌﻪ ﻭ ﻛﺎﻫﺶ ﺳﺎﻳﺰ ﻛﻴﺴﺖ ﻣﻲ
 04ﺍﺯ ﺍﻳﻦ ﺭﻭﺵ ﺩﺭﻣﺎﻧﻲ، ﺣﺪﺍﻛﺜﺮ ﺍﻣﻜﺎﻥ ﻋﻮﺩ ﻣﺠﺪﺩ ﺿﺎﻳﻌﻪ ﺑﻌﺪ 
 .[71]ﺩﺭﺻﺪ ﮔﺰﺍﺭﺵ ﺷﺪﻩ ﺍﺳﺖ
ﺁﻥ ﻭ ﺑﺎﻓﺖ  ﻱ ﺷﺎﻣﻞ ﺧﺮﻭﺝ ﻛﺎﻣﻞ ﻛﻴﺴﺖ ﺑﺎ ﺩﻳﻮﺍﺭﻩ ﺍﻧﻮﻛﻠﻴﺸﻦ
 ﻱ ﻧﺎﺯﻙ ﺟﺪﺍﺭﻩ ﻱ ﺩﻟﻴﻞ ﻻﻳﻪ ﮔﺎﻫﻲ ﺑﻪ. ﺭﻭﺵ ﺟﺮﺍﺣﻲ ﺍﺳﺖ ﺍﻃﺮﺍﻑ ﺑﻪ
ﺗﻠﻴﻮﻡ ﭘﻮﺷﺎﻧﻨﺪﻩ ﻭ ﺗﻤﺎﻳﻞ ﺁﻥ ﺑﻪ  ﺍﭘﻲ ، ﻭﺟﻮﺩTOCKﺷﻜﻨﻨﺪﻩ ﻛﻴﺴﺖ 
 .[5]ﺷﻮﺩ ﺨﺘﻲ ﺍﻧﺠﺎﻡ ﻣﻲﺳ ﭼﺴﺒﻨﺪﮔﻲ ﺑﻪ ﺍﺳﺘﺨﻮﺍﻥ، ﺍﻧﺠﺎﻡ ﺍﻧﻮﻛﻠﻴﺸﻦ ﺑﻪ
 [71]ﺩﺭﺻﺪ ﮔﺰﺍﺭﺵ ﺷﺪﻩ ﺍﺳﺖ 62/90ﻋﻮﺩ ﻣﺠﺪﺩ ﺿﺎﻳﻌﻪ ﺩﺭ ﺍﻳﻦ ﺭﻭﺵ 
ﺩﻫﻨﺪ ﻛﻪ ﺭﻭﺵ ﺍﻧﻮﻛﻠﻴﺸﻦ  ﻫﻤﻴﻦ ﺩﻟﻴﻞ ﺑﺴﻴﺎﺭﻱ ﺍﺯ ﺟﺮﺍﺣﺎﻥ ﺗﺮﺟﻴﺢ ﻣﻲ ﺑﻪ
 81ﻋﻮﺩ ﺩﺭ ﺍﻳﻦ ﺭﻭﺵ . [9]ﺍﭘﻴﻜﺎﻝ ﺍﻧﺠﺎﻡ ﺩﻫﻨﺪ ﺭﺍ ﻫﻤﺮﺍﻩ ﺑﺎ ﺍﺳﺘﺌﻮﺗﻮﻣﻲ ﭘﺮﻱ
 .[71]ﺩﺭﺻﺪ ﮔﺰﺍﺭﺵ ﺷﺪﻩ ﺍﺳﺖ
ﻋﻨﻮﺍﻥ ﻳﻚ ﺩﺭﻣﺎﻥ ﻛﻤﻜﻲ ﺩﺭ ﻛﻨﺎﺭ  ﻧﻴﺰ ﺑﻪ yonracﺍﺳﺘﻔﺎﺩﻩ ﺍﺯ ﻣﺤﻠﻮﻝ 
ﺑﻪ ﺭﻭﺵ ﺑﻘﺎﻳﺎﻱ ﻛﻴﺴﺖ ﺍﻧﻮﻛﻠﻴﺸﻦ ﻣﻄﺮﺡ ﺍﺳﺖ ﻭ ﺑﺎﻋﺚ ﺗﺨﺮﻳﺐ 
ﺩﺭﺻﺪ  %81 ﻋﻮﺩ ﺗﻮﻣﻮﺭ ﺑﺎ ﺍﺳﺘﻔﺎﺩﻩ ﺍﺯ ﺍﻳﻦ ﺷﻴﻮﻩ. ﺷﻮﺩ ﺷﻴﻤﻴﺎﻳﻲ ﻣﻲ
 .[61]ﮔﺰﺍﺭﺵ ﺷﺪﻩ ﺍﺳﺖ
ﭼﻨﺎﻧﭽﻪ ﺍﺯ ﺭﻭﺵ ﺍﻧﻮﻛﻠﻴﺸﻦ ﻫﻤﺮﺍﻩ ﺑﺎ ﺍﺳﺘﺌﻮﺗﻮﻣﻲ ﭘﺮﻱ ﺍﭘﻴﻜﺎﻝ ﻭ 
ﻪ ﺻﻔﺮ ﺩﺭﺻﺪ ﻣﻲ ﺍﺳﺘﻔﺎﺩﻩ ﺷﻮﺩ، ﻋﻮﺩ ﺿﺎﻳﻌﻪ ﺗﻘﺮﻳﺒﺎً ﺑ yonracﻣﺤﻠﻮﻝ 
 .[71]ﺭﺳﺪ
 ﻱ ﺷﻴﻮﻩ ﺷﺎﻣﻞ ﺧﺮﻭﺝ ﻗﺴﻤﺘﻲ ﺍﺯ ﻓﻚ ﺑﻪ( noitceseR)ﺴﻴﻮﻥﺭﺯﻛ
ﺩﺭﻣﺎﻥ ﻣﻄﺮﺡ  ﻱ ﺗﺮﻳﻦ ﺷﻴﻮﻩ ﺗﻬﺎﺟﻤﻲ ﻋﻨﻮﺍﻥ ﺟﺮﺍﺣﻲ ﺍﺳﺖ ﻭ ﺑﻪ
ﻊﻴﺳﻭ ﻲﻧﺍﻮﺨﺘﺳﺍ ﻡﺭﻮﺗ ﺎﺑ ﺖﺴﻴﻛﻮﺗﺍﺮﻛ ﻚﻴﻧژﻮﺘﻧﺩﺍ ﺩﺭﻮﻣ ﻪﺳ ﺵﺭﺍﺰﮔ ﺭﺎﻜﻤﻫ ﻭ ﻲﻨﺟﻭﺮﺑ ﻲﻫﺎﻨﭘ ﻪﻳﺭﺎﻣ ﺮﺘﻛﺩ 
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ﻲﻣ ﻪﻛ ﻲﺗﺎﻌﻳﺎﺿ  ﺎﺑ ﻲﻗﺍﺮﺘﻓﺍ ﺺﻴﺨﺸﺗ ﺭﺩ ﺪﻨﻧﺍﻮﺗKCOT  ﺡﺮﻄﻣ
ﺪﻧﻮﺷ ﻲﺘﻧﺩ ﺖﺴﻴﻛ ﻞﻣﺎﺷ ﺎﻣﻭﺰﮕﻴﻣ ﻚﻴﻧژﻮﺘﻧﺩﺍ ،ﺭﻭژ،  ﻭ ﺎﻣﻮﺘﺳﻼﺑﻮﻠﻣﺁ
Simple bone cyct ﻲﻣ ﺪﻨﺷﺎﺑ .ﻦﻳﺍ ﻪﺑ ﻪﺟﻮﺗ ﺎﺑ  ﻪﻛ ﻲﺗﺎﻌﻳﺎﺿ ﻪﻛ
 ﺎﺑ ﻲﻗﺍﺮﺘﻓﺍ ﺺﻴﺨﺸﺗ ﺭﺩKCOT  ﺕﻭﺎﻔﺘﻣ ﻲﻧﺎﻣﺭﺩ ﺵﻭﺭ ،ﺪﻨﺘﺴﻫ
ﻪﺑ ًﺎﺒﻟﺎﻏ ﻭ ﺪﻧﺭﺍﺩ ﻲﻣ ﻥﺎﻣﺭﺩ ﻱﺮﺗﺩﻭﺪﺤﻣ ﻩﻮﻴﺷ  ﻖﻴﻗﺩ ﻲﺳﺭﺮﺑ ﺍﺬﻟ ،ﺪﻧﻮﺷ
ﺮﮔﻮﻳﺩﺍﺭ ،ﻲﻨﻴﻟﺎﺑ ﻱﺎﻤﻧ ﺮﻈﻧ ﺯﺍ ﻪﻌﻳﺎﺿﺖﻓﺎﺑ ﺲﭙﺳ ﻭ ﻲﻓﺍ  ﻲﺳﺎﻨﺷ
ﻲﻣ ﺪﻧﺍﻮﺗ ﺰﺋﺎﺣ  ﺖﻴﻤﻫﺍ ﻩﺩﻮﺑﺰﻴﻣ ﻭ ﻥﺎﻣﺭﺩ ﺪﻧﻭﺭ ﻱﻭﺭ ﺮﺑ ﻭﺍ ﺩﻮﻋ ﻥ
ﺮﺛﺍ ﻪﻌﻳﺎﺿﺪﺷﺎﺑ ﺭﺍﺬﮔ. 
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Introduction: Odontogenic keratocyst (OKC) is an epithelial-derived odontogenic cyst. WHO 
classified OKC as an odontogenic keratocyst tumor (KCOT) due to its neoplastic nature. OKC is 
the third most common jaw cyst, usually with no clinical symptoms. Due to its high recurrence rate, 
correct diagnosis and appropriate treatment plan are essential.  
Case presentation: This report presents three KCOT cases with bony expansion and relatively variable 
clinical findings. 
Conclusion: The most significant lesions in the differential diagnosis of OKC are dentigerous cysts, 
odontogenic myxoma, ameloblastoma and simple bone cyst. Due to differences in the treatment 
plans of these lesions, and since they are treated in a more limited manner, exact evaluation of 
these lesions from clinical, radiographic and histopathologic viewpoints is very important, with 
significant effects on the therapeutic procedure and recurrence of the lesion. 
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